The first written document about an elderly primipara was about Sara, in the Bible (Genesis, chapter 17, paragraph 17). Since then, numerous works have appeared dealing with the problem of the elderly primipara and describing the complio ations and the risks for mother and fetus. In an ample study in 1974, DOROTHY NORTMAN [8] expressed her opinion that the mother's age affects the pregnancy, increasing the maternal, fetal and neonatal mortality, and resulting in a higher incidence of DOWN'S syndrome and congenital malformations. It is without doubt that the elderly primipara (EP) is at greater than average risk in her pregnancy, but is this risk really so high äs in a pregnant woman with juvenile diabete s or chronic renal failure? And if so, how can one reduce the fetal and maternal mortality and morbidity? To elucidate these points was the aim of the present study.
l Material and methods
According to the definition accepted in 1958 by the Council of the International Federation of Obstetricians and Gynecologists, an elderly primipara (EP) is one aged 35 years or more at her first delivery. Since in our country puberty occurs early and women get married at the young age of about 16-17 years, we have compared our study group with two different age groups öf control subjects. The total women studied including controls was 402, all being delivered in the University Obstetrical Department of Hasharon Hospital, over a 5-year period, from 1970 through 1974. During this period, 26.776 deliveries were recorded, of which 8.403 (31.4%) in primiparae. The test group (Gr. A) comprised 55 women between 35 and 38 years of age except two who were 42 years old. They represent 0.65% of all primiparae in the given period. The two control groups were formed of 97 (1.15%) primiparae aged 30 to 34 years (Gr.B); and 250 (2.9%) primip arae between 20 and 29 years öf age, randomly selected, 50 for each two-year interval studied (Gr.C). We recorded the gynecologic history of the women (number of abortions, spontaneoüs or induced, the treatment received for sterility of infertility; Tab. I); medical history of chronic diseases such äs diabetes and hypertension; the course of the present pregnancy, labor, delivery and puerperium; and the baby's state at delivery and during the first days after birth. The results obtained for the 3 groups were compared with respect to complications of pregnancy, mode of onset of labor, mode of delivery, puerperal complications and fetal outcome.
Results
The course of the |$egnancy and the eventual complications are shown in Tab. II. Another parameter investigated was the onset of delivery. We have considered a normal beginning of the labor when the onset was by efficient contractiöns at term pregnancy. Labor beginning by premature 0300-5577/79/0007-0108S02.00 rupture of the membranes (PRM) was considered abnormal. The results concerning this parameter are presented in Tab. III. As regards the length of labor, considered from the first spontaneous contractions, or from the induction by oxytocin drip in thepatients withPRM, until delivery, we foundno differences between the 3 groups, äs shown in Tab. III. The mode of delivery is shown in Tab. IV. In the EPgroup most indications for cesarean section were for fetal distress or cephalopelvic disproportion, but the great majority were elective cesarean sections, of which one was performed in the patient with gestational diabetes. Another parameter investigated in oixter to determine the maternal risk was the course of the puerperium. An equal percentage was recorded in the EP group äs compared with the control groups, the period of hospitalization being of 4-7 days, according to the mode of delivery: spontaneous delivery or by cesarean section. As concerns the postpartum complications, 18.2% of the EP suffered from postpartum anemia compared with only 13.3% in group B and 15.2% in group C. In the EP group one woman (1.8%) died, from afibrinogenemia and irreversible shock. Although of little relevance, we also studied the number of subsequent pregnancies and deliveries. So far, in the EP group 34.5% of the women have had another pregnancy, in group B 40.3%, and in group C 74.4%.
Fetal risk. The neonatal morbidity was determined by the APGAR score at l and 5 minutes after delivery, since this test indicated the need for intensive care for respiratory distress syndrome or for problems of the central nervous System. No difference in the APGAR score was found in the EP group compared with the control groups B and C, the recorded score in all 3 groups being between 8 and 9. 
Discussion
Authors from the XVIII Century, such äs SMELLIE, MAURICEAU and DENHAM, cited in MORRISON'S study [6] , when dealing with the problem of the EP, have emphasized the maternal rather than the fetal risk. MORRISON [6] pointed out the fetal risk, showing the high perinatal mortality and neonatal morbidity related to the EP. In his opinion, the factors contributing to the neonatal morbidity were pregnancy with a duration greater than 40 weeks and prolonged labor (over 20hours). An Apgar score of 6 or less obtained in the first minute is indicative of the effect on the fetus. In his series of 127 cases, MORRISON recorded prematurity in 14% c^ses, the APGAR score less than 6 in 18%, and 2*5% of the women had prolonged labor which, together with a prolonged pregnancy, contributed to 75% of the cases of neonatal morbidity. In 23% of the patients there was PRM, and 31% had a cesarean section compared with only 3% in the cöntrol group. This author, like DONALD [2] suggests the induction of delivery not later than one week past term, assessment of the pregnancy at term using estriol determination and amnioscopy for meconium, and more liberal use of cesarean section in EP.
Other authors such äs MULCAHY [7] and [4] also describe the risks of pregnancies and deliveries in an elderly gravida. The results of these pregnacies are often abortions, stillbirths, neonatal death and congenital defects.
In their 1977 study, HORGER and SMYTHE [3] reviewed 440 pregnancies occurring in women over the age of 40 during a 10-year period. Only 2% were primiparae. The perinatal mortality rate in their group was 3 times greater than that of the general obstetric population and the incidence of congenital abnormalities was of 3.4%. BIGGS (1) and LANGET (5) report less pesimistic data. According to BIGGS the mother's health and the fetal outcome are not influenced by the advanced maternal age, when the pregnancy is otherwise uncomplicated. LANGET (5) in his article concluded that the EP does not differ from other women of the same age who are not at their first delivery. Careful control of their pregnancy and delivery can prevent excessive fetal and maternal morbidity and mortality. He reported that in his department only 0.35% of EP had a complicated pregnancy, in contrast with the incidence of 1.4% reported by other authors. Our results are in agreement with those reported by LANGET [5] . Although in our study the group of EP represents only 0.6% of the total number of primiparae, this is a group at incontestable risk.
The gynecological history and the chronic diseases related to age, i.e. hypertension and diabetes, account for risk more than the pregnancy itself. Elderly pregnant women are more careful during their pregnancy, attend their physician more often, giving him, therefore, a better chance to improve the outcome. Thanks to the new means at the physician's disposal such äs advancing ultrasonic technology, hormonal and enzymatic evaluation of the feto-placental unit, bioelectric evaluation with and without stress testing, äs well äs by avoidance of prolonged pregnancy and the more liberal use of cesarean section, the chances of the EP group are now much better than in the past. Our results demonstrate this. We have not recorded any greater incidence of EPH gestosis in this group compared with controls, and there was no significant difference in the mode of onset or the duration of labor. Concerning delivery, the rate of cesarean section was high in the EP group, reaching 49.1% compared with only 2.3% in the age group 21-29 years. By more liberal use of cesarean section we reduced the perinatal mortality to only 2 cases and they were caused by prematurity. The incidence of congenital malformations was not higher than in the control groups and in our EP series no case of DOWN'S syndrome was recorded. As for the maternal death recorded in our series it has, in our opinion, no relation to the gravida's age. Concerning the erroneous idea that for the elderly woman this will be her first and last delivery, our study showed that 34.5% of the EP had another pregnancy and delivery.
Summary
During a five-year period, from 1970 through 1974, 26.776 deliveries occurred in our department, of which 55 (0.6%) were in elderly primiparae (EP). This group was compared with two control groups. The first comprised 97 women aged 30-34 years, and the second one, 250 women between 20 and 29 years of age. The Parameters investigated were: The gynecologic past history, the course of the present pregnancy, labor, delivery and fetal outcome.
In most of the cases, no significant differences were found between the EP group and the control groups. A striking difference was observed in the rate of cesarean sections, which was 49.1 % in the EP group, äs against only 2.3 % in the age group 20-29 years.
It may be concluded that by more liberal use of cesarean sections, available means of antenatal care, and prompt Intervention in cases of postmaturity and prolonged labor, one can reduce the maternal and fetal morbidity and mortality, and that the EP, although a group at risk, has nowadays a better outlook for both mother and fetus.
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